Medical History Task includes:

Vocabulary

Personal Profile

Medical History Forms

Completed Medical History Form and Questions
Vocabulary:
medical history

height

weight

allergic

primary care physician

tonsillectomy

surgery

operation

physical examination

hospitalized

consume

health insurance

severe

This is Dana Delong. She is at the hospital for a medical problem. Please complete the medical history form for Dana.
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Dana Delong is at the hospital today because she has a terrible headache. The trouble started a few days ago when she fell.

Dana doesn’t smoke, but she smoked in the past for five years. She drinks a glass of wine once a week. She has a good diet and she doesn’t drink any caffeine. She has diabetes and carries insulin with her. She is allergic to strawberries and penicillin.

Her primary care physician is Dr. Jane Henderson. She works at 1234 La Casa Via Drive in Walnut Creek, and her telephone number is 925-231-6778.

Dana went to Walnut Creek City Hospital twice in the past. She had a tonsillectomy (a surgery to remove her tonsils) two years ago. The doctor was Dr. John Laramie. A year ago in January, she was in the hospital with severe pain in her back. She stayed two nights because she couldn’t walk. She had an x-ray at that time. 

Dana’s family has heart disease, strokes, diabetes, and high blood pressure. When she was a child, she had mumps and measles. She also used to have ear infections.

Dana’s last physical examination was June 14, 2010.
She has Blue Heart health insurance. Her Group number is 975864.
Medical History Form
Name:








Date:






(Last)


(First)


(Middle)

Street Address:












City:





 State:


 Zip Code:



Home Telephone:



 
Cell Phone:





Date of Birth:

/
/
Gender:

 Marital Status:


List any medications you are currently taking:

List any allergies you have:

Lifestyle:

Do you smoke? 

 Packs per day: 

 Number of years smoked:



Do you consume alcohol? 

 Drinks per day: 


 

Do you consume caffeine? 

 Drinks per day: 




How often do you exercise? 




 Do you sleep well? 




Are you currently under medical care for any reason? If yes, please explain:

Primary Care Physician: 
Name:








Address:





 Telephone: 




Illness or Operation:

Please list all operations:


Operation

       Year

Hospital


Doctor

Please list all times you have been admitted to a hospital overnight (except for childbirth)

Reason Hospitalized

Year


Hospital


Doctor
Please check if any relatives (parents, siblings, grandparents, children) had any of the conditions listed below:

High blood pressure:


 Kidney Disease:


Asthma:



Stroke:




Bleeding Tendencies:


Tuberculosis:



Cancer:



Seizures:



Colitis:



Emphysema:



Heart Disease:



Anemia:


Ulcers:




Diabetes:



Gout:




Mental Illness:



Other Serious Illness:






Did you have any of the following illnesses: (Please Circle)

Measles


Diabetes

Typhoid

Chickenpox


Rubella (German Measles)
Hives


Malaria

Allergies

Whooping Cough

Hepatitis

Mono


Seizures

Mumps


Heart Murmur

Tonsillitis

Rheumatic Fever

Bronchitis


Tuberculosis

Asthma

High Blood Pressure

Ear Infections


Heart Attack

Glaucoma

Cancer

Other serious illnesses:

Please list the date and the results (if known) of your last:

X-ray: 














EKG: 













Blood Count: 












Date of last examination by a doctor:

/
/

It should be noted that medications may have unwanted side effects. You are strongly urged to bring to our attention any problem that you may be having with your medications.


Signature





Date


Health History Form

Date ________________ 

Patient Name___________________________ Date of Birth _____________________ 

Address _______________________________ City_________________ State____ 

Home Phone____________________________ Cell Phone_______________________ 

Marital Status:____________________________  Gender: 





Occupation ____________________________ Employer________________________ 

Insured: 

Name of Company: 



 Group #: 


Briefly explain the reason for your visit today:_____________________________________ 

__________________________________________________________________________ 

HISTORY OF PAST ILLNESS: Have you had any of the following 

Diabetes….……No Yes 

Hepatitis ….… …No Yes 

Strokes..…….…No Yes 

Tuberculosis… …No Yes 

Cancer…...…….No Yes

 Depression….… No Yes 

Heart Disease.…No Yes 

Eating Disorder…No Yes 

Pneumonia…..…No Yes

 Allergies….…..…No Yes 

Please list other Serious Illnesses_________________________________________ 

____________________________________________________________________ 

Are you allergic to any medications?_______ If yes, which ones?____________________ 

Are you allergic to anything else?__________ If yes, please explain:__________________ 

__________________________________________________________________________ 

Medications: List medications that you currently take, dosage and times taken each day 

__________________________________________________________________________ 

__________________________________________________________________________ 

Operations: Write in the type and the year________________________________________ 

__________________________________________________________________________ __________________________________________________________________________ 

__________________________________________________________________________ 

Serious injuries or accidents which you have had:__________________________________ 

__________________________________________________________________________ 

__________________________________________________________________________ 

__________________________________________________________________________ 
SOCIAL HISTORY (circle the correct answer) 
	Do you exercise regularly? 
	Yes No 
	(What type, how long?)___________________ 

	Do you regularly smoke? 
	Yes No 
	(For how long?)_________________________ 

	Do you drink alcohol? 
	Yes No 
	(How much, how often?)__________________ 

	Do you drink caffeinated beverages? 
	Yes No 
	(How many per day?)_____________ 


Medical History Form (Completed)
Name:
Delong


Dana


-----

Date: 3/19/13





(Last)


(First)


(Middle)

Street Address: 123 Bayberry Dr. 









City:
Walnut Creek



 State:
CA

 Zip Code:
94598


Home Telephone:



 Cell Phone:





Date of Birth:
07/12
/49    Gender:
F
    Marital Status:


List any medications you are currently taking:


insulin


  




 





List any allergies you have:


penicillin


 
strawberries

 




Lifestyle:

Do you smoke? 
no
 Packs per day: 
----
 Number of years smoked:
5 years


Do you consume alcohol? 
yes
 Drinks per day: 
once a week

 

Do you consume caffeine? 
no
 Drinks per day: 




How often do you exercise? 

-----


 Do you sleep well? 
----



Are you currently under medical care for any reason? If yes, please explain:  

no
Primary Care Physician: 
Name:

Dr. Jane Henderson






Address: 
1234 La Casa Via Dr., Walnut Creek
  Telephone: 
925-231-6778


Illness or Operation:

Please list all operations:


Operation

       Year

Hospital


Doctor


tonsillectomy

  
2011
 Walnut Creek City Hospital
    Dr. John Laramie
Please list all times you have been admitted to a hospital overnight (except for childbirth)

Reason Hospitalized

Year


Hospital


Doctor
 Severe back pain
  
2012
    Walnut Creek City Hospital
 




Please check if any relatives (parents, siblings, grandparents, children) had any of the conditions listed below:

High blood pressure:
    X

 Kidney Disease:


Asthma:



Stroke:


    X

Bleeding Tendencies:


Tuberculosis:



Cancer:



Seizures:



Colitis:



Emphysema:



Heart Disease:

   X

Anemia:


Ulcers:




Diabetes:

   X

Gout:




Mental Illness:



Other Serious Illness:






Did you have any of the following illnesses: (Please Circle)


Measles


Diabetes

Typhoid

Chickenpox


Rubella (German Measles)
Hives


Malaria

Allergies

Whooping Cough

Hepatitis

Mono


Seizures

Mumps


Heart Murmur

Tonsillitis

Rheumatic Fever

Bronchitis


Tuberculosis

Asthma

High Blood Pressure

Ear Infections


Heart Attack

Glaucoma

Cancer

Other serious illnesses:

Please list the date and the results (if known) of your last:

X-ray: 
January 2012












EKG: 













Blood Count: 












Date of last examination by a doctor:
06/14/2010
It should be noted that medications may have unwanted side effects. You are strongly urged to bring to our attention any problem that you may be having with your medications.


Dana Delong




 

March 19, 2013


Signature





                 Date



Medical History Form Questions

1. What are Dana’s height and weight?

2. When did she fall?

3. What does she carry for her diabetes?
4. What are the name and telephone number of her primary care physician?
5. Why did she go to the hospital in 2011?
6. Does she have medical insurance?
7. Who is her insurance carrier?



California


Driver License








Sex: F  Hair: Gray   Eyes:Blue


Ht: 5-4  Wt:125  DOB:07-12-49





Dana Delong


123 Bayberry Drive


Walnut Creek, CA 94598








